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76.  A..  Left  Sacro- Anterior  (L.S.A.)  Position  of  Breech. 

B.  Right  Sacro-Anterior  (R.S.A.)  Position  of  Breech. 

When  the  Pelvic  extremity  of  the  foetal  ovoid  occupies  the  brim  of  the  maternal  pelvis  and  the 
cephalic  extremity  the  fundus  uteri,  the  presentation  is  Pelvic. 

At  the  commencement  of  labour  in  a normal  pelvis  in  breech  presentations,  the  Inter- 
Trochanteric  Diameter  lies  in  one  or  other  of  the  Oblique  Diameters  of  the  Pelvis.  It  is  evident 
therefore  that  the  breech  may  occupy  any  one  of  four  positions.  These  are  usually  defined  in  terms 
of  direction  of  the  Sacrum  (denominator)  which  may  lie  to  the  left  and  front  (L.SA.),  or  to  the 
right  and  front  (E.S.A.),  to  the  right  and  back  (E.S.P.),  or  to  the  left  and  back  (L.S.P.). 

The  Sacrum  may  be  defined  as  anterior  when  it  is  opposite  either  pectineal  eminence,  and  pos- 
terior when  opposite  either  sacro-iliac  joint.  In  the  first  position  the  Sacrum  lies  opposite  the  left 
pectineal  eminence  and  the  back  of  the  child  to  the  front  and  left  (A).  In  the  second  position  the 
Sacrum  lies  opposite  the  right  pectineal  eminence,  and  the  back  of  the  child  to  the  front  and  right 
(A).  In  the  third  position  the  Sacrum  lies  opposite  the  right  sacro-iliac  joint,  and  the  back  of  the 
child  to  the  back  and  right  ( C ).  In  the  fourth  position  the  Sacrum  lies  opposite  the  left  sacro-iliac 
joint,  and  the  back  of  the  child  to  the  back  and  left  (D). 

These  four  positions  of  the  Sacrum  in  breech  presentations  are  referred  to  for  brevity  by  the 
initial  letters  of  their  names.  1.  Left  Sacro-Anterior  (L.S.A.) ; 2.  Eight  Sacro-Anterior  (E.S.A.) ; 
3.  Eight  Sacro-Posterior  (E.S.P.) ; 4.  Left  Sacro-Posterior  (L.S.P.). 

The  first  and  third  positions,  L.S.A.  and  E.S.P.  are  more  common  than  the  second  and  fourth 
positions,  E.S.A.  and  L.S.P.,  the  longest  diameter,  the  genu-sacral,  lying  in  the  Eight  Oblique 
Diameter  of  the  Brim. 

The  order  in  frequency  of  occurrence  in  actual  labour  is  L.S.A. ; E.S.P. ; E.S.A. ; L.S.P. 
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77.  C.  Right  Sacro-Posterior  (R.S.P.)  Position  of  Breech. 
D.  Left  Sacro-Posterior  (L.S.P.)  Position  of  Breech. 

For  description  consult  text  of  Stereogram  7 6. 

N.B. — The  Right  Sacro-Posterior  position  is  second  in  frequency  in  actual  labour. 
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78.  A.  Left  Acromio-Anterior  (L.A.A.)  Position  of  Shoulder. 

B.  Right  Acromio-Anterior  (R.A.A.)  Position  of  Shoulder. 

The  presentation  of  the  Foetus  is  known  as  Transverse  when  the  long  axis  of  the  foetal 
ovoid  lies  somewhat  obliquely  across  the  long  axis  of  the  Uterus  so  that  a shoulder  is  the 
usual  presenting  part. 

There  are  four  positions  which  are  defined  in  terms  of  direction  of  the  Acromion  process 
of  the  Scapula,  which  is  taken  as  the  denominator. 

In  the  first  position,  Left  Acromio-Anterior  (L.A.A.),  the  foetal  head  lies  in  the  left  iliac 
fossa,  with  the  back  of  the  Foetus  to  the  front  of  the  mother,  and  the  right  Acromion  process 
directed  towards  the  left  pectineal  eminence  (A).  In  the  second  position,  Right  Acromio- 
Anterior  (R.A.A.),  the  foetal  head  lies  in  the  right  iliac  fossa,  with  the  back  of  the  Foetus  to  the 
front  of  the  mother,  and  the  left  Acromion  process  directed  towards  the  right  pectineal 
eminence  (A).  In  the  third  position,  Right  Acromio-Posterior  (R.A.P.),  the  foetal  head  lies  in 
the  right  iliac  fossa,  with  the  back  of  the  Foetus  to  the  back  of  the  mother,  and  the  right 
Acromion  process  directed  towards  the  right  sacro-iliac  joint  (C).  In  the  fourth  position,  Left 
Acromio-Posterior  (L.A.P.),  the  foetal  head  lies  in  the  left  iliac  fossa,  with  the  back  of  the 
Foetus  to  the  hack  of  the  mother,  and  the  left  Acromion  process  directed  towards  the  left 
sacro-iliac  joint  (D). 

The  first  and  third  positions,  L.A.A.  and  R.A.P.,  are  more  common  than  the  second  and 
fourth  positions,  R.A.A.  and  L.A.P.,  the  long  diameter  of  the  presenting  part  adapting  itself 
to  the  Right  Oblique  Diameter  of  the  Brim. 

The  order  of  frequency  of  occurrence  in  actual  labour  is  L.A.A. ; R.A.P.  ■ 
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79.  C.  Right  Acromio-Posterior  (R.A.P.)  Position  of  Shoulder. 

D.  Left  Acromio-Posterior  (L.A.P.)  Position  of  Shoulder. 

For  description  consult  text  of  Stereogram  78. 

N.B. — The  Right  Acromio-Posterior  Position  (e/.  Stereogram  86)  is  second  in  frequency  in 
actual  labour. 
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8o.  A.  Right  Mento-Posterior  (R.M.P.)  Position  of  Face. 

B.  Left  Mento-Posterior  (L.M.P.)  Position  of  Face. 

In  Face  Presentations  the  head  is  extended,  the  occiput  being  thrown  back  upon  the 
nucha,  and  the  face  affronting  the  parturient  canal. 

Four  positions  are  distinguished  and  derived  from  the  four  vertex  positions  by  extension 
of  the  head,  and  designated  according  to  the  relation  of  the  chin  (denominator)  to  the  Pelvis  of 
the  mother. 

Thus  the  chin  lies  opposite  the  right  sacro-iliac  joint  in  the  Eight  Mento-Posterior  (K.M.P.) 
Position  (A),  where  had  the  head  retained  its  normal  flexion,  there  would  have  been  the 
common  L.O.A.  Position  of  the  vertex.  The  chin  lies  opposite  the  left  sacro-iliac  joint  in  the 
Left  Mento-Posterior  (L.M.P.)  Position  (£),  where  had  the  head  retained  its  normal  flexion, 
there  would  have  been  the  E.O.A.  Position  of  the  vertex.  The  chin  lies  opposite  the  left 
pectineal  eminence  in  the  Left  Men  to- Anterior  (L.M.A.)  Position  ( C ),  where  had  the  head 
retained  its  normal  flexion,  there  would  have  been  the  K.O.P.  Position,  which  is  the  second  in 
frequency  of  the  vertex  positions.  The  chin  lies  opposite  the  right  pectineal  eminence  in  the 
Eight  Mento-Anterior  (E.M.A.)  Position  (D),  where  had  the  head  retained  its  normal  flexion, 
there  would  have  been  the  L.O.P.  Position  of  the  vertex. 

The  first  and  third  positions,  E.M.P.  and  L.M.A.,  are  more  common  than  the  second  and 
fourth  positions,  L.M.P.  and  E.M.A.  This  corresponds  with  the  rule  that  the  long  diameter  of 
the  presenting  part  lies  in  the  Eight  Oblique  Diameter  of  the  Brim,  and  most  frequently  with 
the  back  of  the  child  to  the  mother’s  left  side.  The  order  in  frequency  of  occurrence  in  actual 
labour  is  E.M.P. ; L.M.A. ; L.M.P. ; E.M.A. 
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81.  C.  Left  Mento-Anterior  (L.M.A.)  Position  of  Face. 
D.  Right  Mento-Anterior  (R.M.A.)  Position  of  Face. 

For  description  consult  text  of  Stereogram  80. 


N.B. — The  Left  Mento-Anterior  Position  is  second  in  frequency  in  actual  labour.  In  this 
position  the  long  diameter  of  the  presenting  part  is  as  usual  in  the  Right  Oblique  Diameter  of 
the  Brim,  but  with  the  back  of  the  child  to  the  mother’s  right  side  as  in  B..O.P. 
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82.  PENDULOUS  BELLY. 

During  the  last  trimester  of  pregnancy,  owing  to  the  imperfect  support  of  the  lax  abdominal 
walls  in  multiparse,  the  Fundus  Uteri  tends  to  fall  forwards,  causing  undue  prominence  of  the 
abdomen.  Sometimes,  in  addition  to  the  laxity  of  the  abdominal  walls,  imperfect  or  complete 
separation  of  the  recti  muscles  may  exist,  and  in  cases  of  unusual  thinning  of  the  walls  the 
Fundus  may  come  to  lie  at  a lower  level  than  the  Symphysis  Pubis. 

This  condition  often  arises  from  varying  degrees  of  pelvic  contraction,  more  especially  in 
primiparse,  the  Foetus  being  prevented  from  descending  into  the  brim  of  the  Pelvis.  The 
anterior  deviation  of  the  Uterus  becomes  more  pronounced  in  subsequent  pregnancies,  as  in  the 
patient  here  photographed.  Abdominal  swellings  or  spinal  curvatures  may  also  have  the  effect 
of  pushing  the  Uterus  unduly  forwards.  It  gives  rise  to  considerable  discomfort  when  the 
patient  assumes  the  erect  posture  or  attempts  to  walk,  and  micturition  is  often  interfered  with. 

On  vaginal  examination,  the  os  is  found  high  up  and  difficult  of  access.  The  treatment 
consists  in  the  application  of  a well-fitting  abdominal  belt,  and  rest  as  far  as  possible  in  the 
horizontal  and  supine  position. 
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83.  CAESAREAN  SECTION 

(Abdominal  Incision). 

The  absolute  indications  for  the  Caesarean  operation  are  found  in  extreme  degrees  of  pelvic 
contraction  where  the  conjugate  diameter  of  the  brim  is  two  inches  or  under,  in  tumours  obstructing 
the  lower  portion  of  the  Uterus  or  cervix,  or  impacted  in  the  Pelvis,  and  in  some  rare  cases  of  un- 
datable atresia  of  the  cervix  or  vagina.  The  relative  indications  are  found  in  certam  degrees  of 
pelvic  contraction  (conjugate  diameter  of  brim  from  two  to  three  and  a half  inches)  or  obstruction 
due  to  other  causes  as  an  alternative  procedure  to  the  operations  of  symphysiotomy,  hebotomy, 
induction  of  premature  labour,  or  craniotomy ; in  cases  where  the  life  of  the  mother  is  m immediate 
danger  from  eclampsia  or  concealed  accidental  haemorrhage,  and  in  sudden  death  of  the  mother,  the 
operation  being  performed  immediately  after  death  with  the  object  of  securing  a living  child.  The 
best  time  for  the  operation  is  shortly  before  the  onset  of  labour,  allowing  of  necessary  preparations, 
or  during  the  first  stage.  Before  commencing  the  operation  it  is  important  to  ascertain  the  lie  and 
position  of  the  Foetus  and,  if  possible,  the  situation  of  the  Placenta,  and,  above  all,  that  the  Foetus 
is  still  alive. 

Provision  should  be  made  for  the  resuscitation  of  the  child. 

The  abdomen,  genitals,  and  genital  canal  having  been  sterilised  and  the  patient  anaesthetised, 
an  abdominal  incision  about  six  inches  in  length  is  made  in  the  middle  line,’  commencing  below 
the  umbilicus  and  carried  upwards.  Care  must  be  exercised  in  opening  into  the  peritoneal  cavity 
not  to  injure  the  Uterus,  which  is  exposed  by  retracting  the  edges  of  the  abdominal  wound. 
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84.  CAESAREAN  SECTION 

(Delivery  of  Uterus  through  Abdominal  Wound). 

The  stereogram  shows  the  Uterus  extruded  through  the  abdominal  wound,  the  broad 
ligaments  grasped  in  the  two  hands  of  an  assistant,  who  in  this  way  controls  the  haemorrhage 
which  arises  during  the  incising  of  the  uterine  wall  and  extraction  of  the  Foetus  and  Placenta. 
The  uterine  incision  is  made  in  the  middle  line  and  carried  down  to  the  membranes,  which 
in  turn  are  incised,  and  a hand  introduced  into  the  Uterus  grasps  the  child  by  the  head  and 
neck  or  feet  and  rapidly  extracts  it.  The  cord  should  be  clamped  in  two  places  and  divided 

between. 
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85.  CAESAREAN  SECTION 

(Removal  of  Placenta). 

Delivery  of  the  Placenta  and  membranes  should  then  be  undertaken  by  carefully  peeling 
them  off  the  uterine  wall. 

Previous  to  closure  of  the  uterine  wound  a gauze  drain  may  be  pushed  down  -through 
the  cervix  into  the  vagina,  which  ensures  an  outlet  for  the  escape  of  the  lochia  later  on.  Deep 
silk  sutures  are  passed  at  intervals  of  half  an  inch  through  the  entire  thickness  of  the  muscular 
wall,  but  short  of  the  mucous  membrane,  on  either  side  of  the  uterine  incision,  and  tied  so  as 
to  bring  the  edges  into  careful  apposition.  A series  of  superficial  sutures  of  fine  silk  are  then 
inserted  to  secure  apposition  by  slight  inversion  of  serous  surfaces  in  the  line  of  the  wound. 
Before  closure  of  the  abdominal  incision,  the  Uterus  should  be  thoroughly  cleansed  with  a 
hot  sterilised  towel  and  replaced  within  the  abdomen.  The  toilet  of  the  Peritoneum  is  then 
carried  out  as  in  all  abdominal  sections,  and  the  abdominal  wound  closed  and  dressed. 
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86.  PLACENTA  PREVIA. 

i 

The  hemorrhage  of  advanced  pregnancy  and  labour  which  is  described  as  Unavoidable  occurs  when  the  Placenta  is  implanted 
in  the  lower  segment  of  the  Uterus  in  relation  to  the  os — the  so-called  Placenta  Previa. 

When  the  Placenta  covers  the  os  entirely  it  is  designated  as  Central  or  Total;  where  the  lumen  of  the  os  is  partly  en- 
croached on  by  the  Placenta,  as  Partial  or  Lateral.  When  the  lower  edge  of  the  Placenta  comes  close  to  the  os  it  is  Marginal. 
In  the  central  variety  the  whole  or  almost  the  whole  Placenta  may  become  implanted  in  the  lower  uterine  segment  which  is  more 
or  less  passive  during  labour  and  subject  to  dilatation.  In  the  other  varieties  there  are  only  some  of  the  lobules  in  the  lower 
uterine  segment,  and  the  remainder  of  the  Placenta  may  extend  high  up  on  the  uterine  wall. 

This  mal-implantation  of  the  Placenta  is  favoured  by  multiparity,  endometritis,  displacements  of  the  Uterus  and  new  tumours 
in  its  walls,  and  plural  pregnancy. 

The  outstanding  symptom  is  hsemorrhage  through  the  vaginal  canal,  varying  in  amount  from  a few  drops  to  so  large  a 
quantity  as  to  produce  immediate  death,  and  dependent  mainly  upon  the  extent  of  the  placental  site  exposed  during  dilatation 
of  the  os  and  canalisation  of  the  lower  uterine  segment. 

The  haemorrhage  is  likely  to  be  greatest  where  during  the  process  of  labour  the  most  extensive  separation  of  the  Placenta 
occurs,  as  in  the  central  variety.  The  haemorrhage  may  come  on  without  any  consciousness  of  pain  on  the  part  of  the  patient 
and  unpreceded  by  any  accident.  If  labour  is  in  progress  there  is  likely  to  be  a gush  of  blood  during  a pain.  It  is  diagnosed 
before  cervical  dilatation  by  the  presence  of  a thick,  soft  substance  between  the  presenting  part  of  the  Foetus  and  the  examining 
finger,  and  there  is  marked  pulsation  of  the  vessels  in  the  fornices.  After  dilatation  of  the  cervix,  the  soft  spongy  substance  of 
the  Placenta  may  be  felt  imparting  a “ wormy  ” sensation  due  to  the  presence  of  the  large  placental  vessels.  The  general  course 
of  labour  is  unfavourably  affected  as  a rule,  the  labour  being  often  premature.  From  the  prematurity  and  the  irregularity  in  the 
conformation  of  the  uterine  cavity  there  is  apt  to  be  mal-presentation  of  the  Foetus. 

As  the  labour  progresses,  haemorrhage  occurs  when  the  placental  lobule  is  in  process  of  separation  from  the  lower  uterine 
wall.  It  ceases  for  a time  when  one  or  more  lobules  have  been  separated,  and  before  separation  of  further  lobules  begins. 

The  prognosis  to  both  mother  and  child  is  grave. 

The  varying  conditions  may  require  different  lines  of  treatment.  In  a large  proportion  of  cases  the  best  results  are  obtained 
by  bi -polar  version  of  the  foetus,  bringing  down  one  of  the  lower  limbs  and  slowly  extracting  the  child. 

In  all  cases,  the  third  stage  must  be  carefully  supervised  owing  to  the  risk  of  continuous  hcemorrhage  from  inertia  of  the 
Uterus  and  the  imperfect  separation  of  the  Placenta.  Provision  should  be  made  beforehand  for  rallying  the  patient  in  case  of 
collapse  by  ether,  strychnine,  ergotin,  and  saline  injections. 

The  stereogram  is  illustrative  of  a case  of  unsuspected  Placenta  Praevia  occurring  in  a primigravida,  age  33,  who  died  at  the 
sixth  month  from  exhaustion  and  cardiac  failure  following  on  hyperemesis.  The  anterior  wall  of  the  Uterus  has  been  removed 
and  the  Placenta  incised  and  partly  reflected.  The  Foetus  is  seen  lying  transversely  to  the  Pelvis  in  the  right  acromio-posterior 
position.  The  Placenta  occupies  the  lower  two-thirds  of  the  anterior  wall  extending  into  the  Lower  uterine  segment  until  it 
partially  covers  the  os. 

The  figures  indicate  : — 

1.  Wall  of  Uterus.  4.  Blood  Sinuses  underlying  the  Placental  site. 

2.  Small  Fibroid  Tumour.  5.  Membranes  partially  detached  from  Placenta. 

3.  Placenta  with  Umbilical  Cord  attached  towards  its  lower  border. 
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87.  ACCIDENTAL  HEMORRHAGE. 

Accidental  haemorrhage  is  due  to  premature  separation  of  a normally  situated  Placenta  from  the  Uterus.  This 
usually  occurs  in  the  last  trimester  of  pregnancy.  The  following  states  tend  to  predispose  to  this  accident : — - 
Multiparity  (more  especially  in  debilitated  women),  maternal  endometritis,  nephritis,  disease  of  the  Placenta  with 
placental  infarcts,  syphilis,  alcoholism,  fibroid  tumours  of  the  Uterus,  hepatic,  cardiac,  and  blood  diseases.  The 
haemorrhage  may  appear  after  some  strain  or  injury  or  jar  (physical  or  nervous)  to  the  patient,  bringing  about 
detachment  of  some  portion  of  the  Placenta.  The  bleeding  may  be  either  apparent  or  concealed.  When  haemorrhage 
is  apparent  or  External,  the  blood  escaping  from  the  genital  canal  may  be  either  clear  fluid  blood  or  partly  serum 
and  partly  clot.  According  to  the  amount  of  loss,  the  impression  on  the  system  is  more  or  less  grave.  When  the 
bleeding  is  concealed  or  Internal,  the  Placenta  becomes  separated  either  at  its  centre  or  the  higher  part  of  its  attach- 
ment, and  the  blood  is  detained  between  the  uterine  walls  and  the  Placenta  or  membranes.  In  some  rare  cases  blood 
has  escaped  into  the  amniotic  cavity.  Both  blood  clot  and  serum  are  retained  in  the  Uterus,  and  there  appear  signs  of 
shock,  collapse,  extreme  pallor,  clammy  perspiration,  dyspnoea,  small,  rapid,  and  easily  compressible  pulse.  The  Uterus 
becomes  distended  and  irregular  in  outline,  tender  on  palpation,  and  is  not  the  seat  of  true  labour  pains,  but  of  localised 
intense  pain.  The  parts  of  the  Foetus  are  difficult  to  make  out,  and  the  foetal  heart  is  slowing  or  may  be  absent 
altogether. 

The  diagnosis  is  made  from  the  above  symptoms  and  signs,  and  distinguished  from  the  inevitable  haemorrhage  of 
placenta  praevia  by  the  absence  of  the  placenta  over  the  os,  or  in  the  lower  uterine  segment  on  vaginal  examination. 
The  prognosis  for  both  the  mother  and  child  is  grave. 

In  cases  where  the  os  has  not  begun  to  dilate,  treatment  must  be  directed  towards  exciting  uterine  contractions  by 
rupturing  the  membranes,  which  allows  of  escape  of  the  liquor  amnii  and  subsequent  contraction  of  the  Uterus.  The 
vaginal  canal  may  be  packed  tightly  with  gauze,  and  the  Uterus  still  further  stimulated  to  contract  by  the  application 
of  a tight  binder  round  the  abdomen,  along  with  the  administration  of  full  doses  of  ergot. 

If  haemorrhage  still  persists,  the  Uterus  must  be  emptied  rapidly  by  artificial  dilatation  of  the  cervix  and 
delivery  by  forceps  or  turning.  Vaginal  or. abdominal  Caesarean  section  have  been  successfully  carried  out  in  some 
cases.  After  delivery  give  hot  douches,  administer  ergot  in  full  doses,  and  if  necessary  pack  the  cavity  of  the  Uterus 
with  iodoform  gauze,  and  support  the  patient’s  strength  by  the  application  of  warmth,  stimulants,  ether,  and  saline 
injections. 

This  specimen  shows  a section  of  a full  time  Uterus  with  extravasation  of  blood  between  the  Placenta  and  uterine 
wall,  removed  post-mortem  from  a patient  who  died  from  the  effects  of  internal  haemorrhage  before  medical  aid  was 
summoned. 

The  figures  indicate  : — 

1,1.  Uterine  wall.  4,  4.  Placenta. 

2.  Chorion.  5.  Extravasated  blood  clot. 

3.  Amnion.  6.  Cervical  canal. 
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88.  RETAINED  PLACENTA. 

(By  kind  permission  of  Professor  Harvey  Littlejohn.) 

This  figure  represents  a third  stage  Uterus  with  attached  Placenta  in  its  Cavity.  It  was 
removed  post-mortem  from  a patient,  age  45,  who  died  after  the  birth  of  her  ninth  child.  Her 
eight  previous  confinements  had  all  been  normal.  On  this  occasion  the  midwife  who  was  in 
attendance  stated  that  the  Placenta  had  come  away  and  been  put  in  the  fire.  Death  occurred 
from  haemorrhage,  which  took  place  half  an  hour  after  the  alleged  delivery  of  the  Placenta. 

Cases  where  the  Placenta  is  expelled  from  the  Uterine  Cavity,  and  remains  for  a time 
lying  in  the  Vagina,  do  not  come  under  the  category  of  Placental  retention  proper.  The 
Placenta  may  be  retained  in  the  Cavity  of  the  Uterus  either  from  abnormal  union  of  its 
attachment  (adherent  Placenta),  or  from  inability  of  the  Uterus  to  separate  and  expel  it.  This 
latter  condition  is  usually  the  result  of  inertia  uteri  in  whole  or  part  from  prolongation  of  the 
first  or  second  stage  of  labour,  or  from  too  rapid  emptying  of  the  Uterus  when  in  a state  of 
inaction.  Sometimes  no  haemorrhage  takes  place,  but  more  frequently  a portion  of  the  Placenta 
becomes  separated,  causing  haemorrhage,  which  may  be  sufficiently  great  to  cause  death  if  not 
treated.  The  treatment  consists  in  active  rubbing  and  kneading  of  the  Uterus,  and  grasping 
the  organ  suprapubically  with  both  hands  and  endeavouring  to  express  the  Placenta  (Crede’s 
method),  along  with  the  administration  of  full  doses  of  ergot.  If  this  fails  in  expelling  the 
Placenta  from  the  Uterus,  it  is  probable  that  some  actual  adhesion  is  present,  when  a sterilised 
hand  should  be  gently  introduced  into  the  Uterus  and  manual  removal  of  the  Placenta 
carried  out. 

The  figures  indicate  : — 

1.  Anterior  Wall  of  Uterus. 

2.  Placenta  attached  to  Posterior  Wall  of  Uterus  (3). 

4.  Cervix  Uteri. 
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89.  ABORTION. 

(By  kind  permission  of  Professor  Harvey  Littlejohn.) 

, “?ay  be  defined  as  the  interruption  of  gestation  before  the  Fcetus  has  reached  a viable  age.  It  commonly  occurs 

a out  the  third,  month  and  most  frequently  in  multiparae.  There  are  numerous  factors  giving  rise  directly  or  predisposing  to 
miscarriage.  Syphilis,  tubercle,  extreme  youth  or  advanced  age  or  debility  of  the  male  parent ; death  and  all  diseases  and 
aelornn ties  ot  the  b ffitus,  Placenta,  membranes,  cord,  and  liquor  amnii ; syphilis,  the  exanthemata,  cardiac  and  hepatic  disease, 
en  ometntis,  displacements  and  tumours  of  the  Uterus,  decidual  disease,  emotion,  drugs,  injuries,  and  criminal  interference  on 
the  part  ot  the  mother.  It  is  important  to  recognise  whether  we  have  to  deal  with  an  abortion  which  is  threatened  or  inevitable, 
complete  or  incomplete.  In  a pregnant  woman  with  slight  intermittent  pains  accompanied  by  occasional  haimorrhages,  and  an 
unexpanded  os  as  felt  on  vaginal  examination,  it  is  to  be  regarded  as  a case  of  threatened  abortion.  If  the  pains  increase  in 
severity  and  frequency,  haemorrhage  become  more  persistent  or  profuse  and  the  os  commence  to  expand,  still  more  if  the  ovum 
e e t m process  of  expulsion,  abortion  is  inevitable.  Complete  abortion  occurs  when  the  entire  ovum  with  its  decidual  mem- 
branes has  been  expelled.  In  incomplete  abortion  there  may  be  the  history  of  something  being  expelled  from  the  Uterus,  but 
f3  n°fc  altogether  cease,  pains  continue,  the  os  remains  partially  patent,  and  on  exploration  of  the  uterine  cavity, 
pWHP,nrth,?t  °^conog|*1?'lare.f°un^  retained.  A missed  abortion  is  accompanied  by  the  signs  and  symptoms  of  an  ordinary 
abortion,  but  these  subside  without  anything  being  expelled  from  the  Uterus.  The  Uterus  remains  enlarged,  but  does  not 

by  the  Uterus26’  ^ ^ S°m6  perlod’  weeks  or  months>  a “ore  or  less  shrivelled  gestation  sac  or  fleshy  mole  is  discharged 

mo±atSrd/b°r,tl0n  thf  Patifnt.f  Put  at  rest>  the  lower  bowel  should  be  emptied,  and  a quarter  grain  suppository  of 
b^erffnnnd^ff  *1  d’  and  rePeated  later  if  necessary.  Teaspoonful  doses  of  the  liquid  extract  of  Viburnum  Prunifolium  have 
shnnlrl  sedatlve.ln  su?.h  cases-  , When  inevitable  abortion  occurs  no  undue  interference  is  called  for,  but  attention 

extract  nf  li  t towards  aiding  the  complete  evacuation  of  the  uterine  contents  by  giving  teaspoonful  doses  of  the  liquid 
Wffcct„a  tlS  or'.hyPoderlralc  injections  of  ergotin  or  ernutin  and  firm  plugging  of  the  vagina  with  gauze.  If  this  prove 
Wmnrrhn1’  * ?rVIX  T-  b<V completely  dilated  with  tents  which  have  the  threefold  effect  of  opening  up  the  canal,  arresting 
under  thefnflnenlrnfT^"8  U^n.ne  If  ,tbe  contents  are  not  spontaneously  expelled  they  must  be  removed  artificial^ 

or  tl«tcervixUdrif^fdnx^?Sthe*KCl  Wltb  the  le.ft  band  Uterus  is  pushed  down  from  above  through  the  abdominal  walls, 
separation  and^enmvflt  oTtbfr0m  bel°  ^ Tlth  * volsella' and  a finSer  or  Angers  passed  into  the  uterine  cavity  to  effect  complete 
3 ltte  tbe  lrvil  Jni  fl  h a“d  ! C0JermS-  When  incomplete  or  diagnosed  as  a case  of  missed  abortion  it  is  advisable 

Where  ab^ti^n  tends  tn  i °Ut  tl?  m,ean?,' D[  the  bnger  or  curette  (consult  stereogram  90  for  operation  of  Curettage), 

infl^imi^ton  folio wfn(rnn^pU1/'  s?e  flad,  attention  should  be  paid  to  prophylactic  treatment,  and  in  all  cases  the  tendency  to  pefvic 

endometritis,  subinvolution,  and  consequent  predisposition  to  sterility  should  always 

d§ure^  bel°w  shows  a Uterus  in  vertical  section  illustrative  of  abortion  in  progress  at  the  third  month  The 
ovum  is  seen  occupying  the  cervical  canal  and  the  Placenta  attached  higher  up  to  the  wall  of  the  Uterus. 

The  figures  indicate  : — 


1.  Uterine  Wall. 


2.  Placenta. 


3.  Ovum. 
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90.  ABORTION— CURETTAGE. 


In  cases  where  abortion  has  been  incomplete,  giving  rise  to  hemorrhage  or  sepsis,  the  Uterus 
must  be  emptied  artificially.  When  the  Cervix  has  remained  sufficiently  dilated  to  allow  of  the 
introduction  of  a finger,  it  should  be  introduced,  and  removal  of  the  contents  of  the  uterine  cavity 
effected.  When  this  is  impossible,  recourse  should  be  had  to  the  use  of  the  Curette.  The  patient 
being  anaesthetised,  the  Cervix  is  exposed  with  a Sims’  vaginal  speculum,  1,  and  pulled  down  and 
steadied  by  a volsella,  2,  laying  hold  of  the  anterior  lip.  A uterine  sound,  4,  may  be  passed  to 
ascertain  the  length  and  direction  of  the  Uterus.  The  cervical  canal  is  then  dilated  by  means  of 
graduated  dilators,  5-10,  or  more  rapid  expanding  dilator,  11,  to  allow  of  the  introduction  of  the 
forefinger  or  curette,  12,  13,  14.  With  the  curette  the  walls  of  the  Uterus  are  scraped  clear  of  any 
fragments  of  decidua  or  Placenta  which  may  have  remained  adherent  on  any  surface  or  on  any 
corner.  After  each  scraping,  the  contents  of  the  curette  should  be  placed  in  a small  sterilised  dish 
and  preserved  for  microscopic  examination.  The  uterine  cavity  is  then  flushed  out  with  hot  anti- 
septic lotion  through  a double-channelled  intra-uterine  catheter,  15.  The  hot  lotion  disinfects  the 
cavity,  acts  as  a styptic,  and  stimulates  the  Uterus  to  further  contraction.  A sound  dressed  with 
cotton  wool,  1G,  and  dipped  in  iodised  phenol  is  then  applied  to  the  interior  of  the  Uterus,  and  a 
strip  of  iodoform  gauze  introduced  up  the  cervical  canal  with  the  aid  of  a pair  of  curved  packing 
forceps,  17.  Before  removal  of  the  speculum,  the  vagina  may  be  usefully  packed  with  antiseptic  or 
sterilised  gauze  and  a hypodermic  injection  of  ergotin  given.  The  patient  should  be  kept  under 
observation  until  after  the  next  menstrual  period. 


The  figures  indicate  : — 

1.  Sims’  Vaginal  Speculum. 

2,  3.  Volsella. 

4.  Uterine  Sound. 

5-10.  Graduated  Cervical  Dilators. 


11.  Sims’  Triple  Expanding  Cervical  Dilator. 

12,  13,  14.  Curettes. 

15.  Eritsch’s  Intra-uterine  Catheter. 

16.  Sound  dressed  with  Cotton  Wool. 


17.  Curved  pair  of  Packing  Forceps. 
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91.  ECTOPIC  GESTATION. 

(By  kind  permission  of  Professor  Harvey  Littlejohn.) 

The  usual  site  for  a pregnancy  occurring  outside  the  uterine  cavity — ectopic  gestation — is 
within  the  Fallopian  Tube  and  most  frequently  in  its  ampullary  portion.  Sometimes  it  is  found  in 
the  pavilion — infundibular — or,  as  in  the  stereogram  here  shown,  the  Ovum  may  develop  in  the 
uterine  extremity  of  the  tube  where  it  runs  through  the  uterine  wall,  and  is  known  as  interstitial 
pregnancy.  It  occurs  with  greater  frequency  in  multiparse,  and  is  often  preceded  by  a period  of 
sterility. 

Malformations  .or  previous  disease  of  the  tube  preventing  the  onward  passage  of  the  Ovum  into 
the  Uterus  tend  to  favour  its  occurrence,  but  in  many  cases  the  cause  is  not  always  traceable. 

The  condition  is  to  be  suspected  when  in  association  with  the  signs  and  symptoms  of  pregnancy 
there  exist  irregular  hsemorrhages  accompanied  by  colicky  pelvic  pains,  and  on  vaginal  examination 
a swelling  is  felt  to  the  side  of  or  posterior  to  the  Uterus.  A decidual  cast  may  be  expelled  from 
the  uterine  cavity,  further  confirming  the  diagnosis. 

When  sudden  abdominal  pain  and  tenderness  along  with  signs  of  internal  hemorrhage  takes 
place  in  a patient  supposed  to  be  pregnant  it  is  strongly  presumptive  of  rupture  of  the  tube  having 
occurred,  thus  always  rendering  the  prognosis  grave  for  the  mother.  This  catastrophe  may  happen 
in  the  early  weeks,  and  is  rarely  delayed  beyond  the  fourth  month.  Before  and  still  more  after 
rupture  has  taken  place  the  most  satisfactory  treatment  is  removal  of  the  gestation  sac,  possibly  by 
the  vaginal,  most  frequently  by  the  abdominal  route. 

In  the  specimen  figured  below  the  left  Fallopian  Tube  has  ruptured  at  its  interstitial  portion  at 
the  third  month,  and  a fatal  haemorrhage  ensued. 

The  figures  indicate : — 

1.  Fundus  Uteri.  2.  Site  of  rupture  of  Tube. 


COPYRIGHT  T.C  & E.C  JACK.  LONDON  A EDINBURGH 


THE  EDINBURGH  STEREOSCOPIC  ATLAS  OF  OBSTETRICS. 


92.  BICORNUATE  UTERUS. 

(By  kind  permission  of  Professor  Harvey  Littlejohn.) 

Congenital  malformations  of  the  reproductive  system  in  the  female  are  met  with  from 
time  to  time,  and  result  from  arrest  in  development. 

The  commonest  malformation  arises  from  imperfect  fusion  of  the  lower  ends  of  the  two 
Mullerian  ducts,  and  is  seen  in  the  Bicornuate  Uterus  (Uterus  Bicornis,  Uterus  Didelphys). 

The  Uterus  is  sometimes  double  in  all  its  extent,  opening  into  the  Vagina  by  two  separate 
orifices. 

In  this  specimen  the  separation  affects  only  the  body  of  the  Uterus,  the  two  halves  of 
which  communicate  with  the  Vagina  through  a common  Cervix.  Each  Cornu  is  continuous 
with  its  own  Fallopian  Tube.  . 

In  some  cases  one  horn  develops  completely,  while  the  other  horn  remains  rudimentary 
and  shut  off  from  any  communication  with  the  genital  tract  (By-horn  Uterus).  When  pregnancy 
occurs  in  such  a by-horn  it  simulates  a Tubal  gestation.  Observation  of  the  relation  of  the 
Bound  Ligament  with  the  gestation  sac  clears  up  the  case,  a gestation  sac  external  to  the  insertion 
of  the  Bound  Ligament  being  Tubal,  one  internal  to  the  point  of  insertion  being  Cornual. 

The  figures  indicate  : — 

1.  Bight  Horn  of  Uterus. 

2.  Left  Horn  of  Uterus. 

3.  Vagina. 


THE  EDINBURGH  STEREOSCOPIC  ATLAS  OFOBSTETRICS. 


93.  BICORNUATE  UTERUS, 

One  Horn  Pregnant  about  Third  Month. 

(By  kind  permission  of  Professor  Harvey  Littlejohn.) 

Pregnancy  may  occur  in  one  or  simultaneously  in  both  horns  of  an  otherwise  well- 
developed  Bicornuate  Uterus. 

When  one  horn  becomes  gravid,  the  other  non-gravid  horn  undergoes  softening  and 
enlargement,  and  a complete  Decidual  Membrane  is  formed  in  its  cavity. 

The  course  of  pregnancy  and  labour  are  unaffected,  and  the  deformity  may  escape  detection 
altogether,  but  owing  to  the  irregular  shape  of  the  Uterus,  malpresentations  are  not  infrequent. 

When  there  is  a gestation  in  each  horn  the  twins  are  of  the  binovular  variety. 

The  figures  indicate : — 

1.  Eight  Horn  of  Uterus,  gravid  about  third  month. 

2.  Left  Horn  of  Uterus. 

3.  Eound  Ligament  of  Left  Horn  of  Uterus. 

4.  Eight  Ovary. 

5.  Transverse  Colon. 
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94-  HYDATID  MOLE. 

Hydatidiform,  Cystic,  or  Bladder  Mole  is  a vesicular  degeneration  of  the  Chorion,  the  Villi  becoming 
transformed  into  strings  of  cysts  usually  filled  with  clear  fluid,  and  varying  in  size  from  a microscopic  object 
to  a vesicle  as  large  as  a grape.  The  essential  feature  of  this  affection  is  to  be  found  in  the  epithelial 
covering  of  the  Villi  which  proliferates  enormously.  Masses  of  Syncytium  grow  through  the  layers  of  the 
Serotinous  Decidua  down  to  and  into  the  muscular  wall  of  the  Uterus,  and  sometimes  eat  their  way  into 
the  venous  sinuses  underneath  the  peritoneal  covering.  The  blood-vessels  of  the  terminal  Villi  have 
isappeared,  and  the  Stroma  has  degenerated.  The  change  sometimes  begins  in  the  early  weeks  of 
pregnancy,  the  whole  of  the  Chorion  being  affected.  In  some  cases  the  change  is  of  later  date  the 
onon  Frondosum  only  being  affected.  More  rarely  the  degenerative  processes  take  place  later  on  in 
pregnancy,  a portion  only  of  the  Placenta  being  attacked,  and  the  gestation  ending  with  the  birth  of  a 
fu  lul1  !?!me-  ^As  a rule’  however,  no  trace  of  the  Embryo  is  found,  and  the  mass  is  expelled  before 

the  fifth  month.  Occurring  more  frequently  in  multiparse  than  in  primiparse,  and  at  any  period  of 
reproductive  life,  very  little  is  known  regarding  its  causation,  although  the  view  adopted  by  some  that 
it  is  an  ovuline  disease  is  supported  by  the  fact  that  in  twin  pregnancy  it  sometimes  affects  one  ovum 
only,  whereas  if  the  cause  lay  in  the  Decidua  both  ova  would  be  affected. 

The  clinical  characteristics  consist  in  undue  enlargement  of  the  Uterus,  so  that  a patient  who  has 
been  three  or  four  months  amenorrhoeic  may  have  the  Fundus  Uteri  reaching  up  towards  the  Umbilicus 
Ihe  patient  often  complains  of  abdominal  and  lumbar  pain,  and  there  is  a free  watery  discharge  that 
may  be  yellow  or  blood  stained.  Occasionally  there  is  distinct  haemorrhage  more  or  less  profuse. 

Ihe  appearance  of  vesicles  in  the  discharge  renders  the  diagnosis  absolutely  certain.  Palpation 
revea  s the  rapidly  growing  Uterus,  ballottement  is  absent,  and  auscultation  is  as  a rule  negative  The 
condition  ordinarily  ends  in  abortion  at  the  fourth  or  fifth  month,  but  the  patient  may  die  from  exhaustion 
caused  by  excessive  vomiting  or  haemorrhages.  In  some  rare  cases,  peritonitis,  due  to  perforation  of  the 
uterine  walls,  has  proved  fatal.  A large  proportion  of  the  cases  of  Deciduoma  Malignum  or  Chorion- 
epitnelioma  have  occurred  m women  who  had  been  the  subjects  of  Vesicular  Mole. 

Where  spontaneous  expulsion  of  the  uterine  contents  does  not  occur,  the  Uterus  should  be  stimulated 
to  contraction  by  administering  full  and  repeated  doses  of  ergot,  and  dilatation  of  the  Cervical  Canal  should 
be  promoted  by  means  of  a tent  and  packing  the  Vagina  with  gauze.  After  expulsion  or  removal  of  the 
contents,  the  Uterine  Cavity  should  be  washed  out  with  a weak  antiseptic  solution.  The  subsequent 
risks  are  Sepsis,  Sub-Involution,  and  the  possible  development  of  Chorionepithelioma.  4 
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95.  UTERUS  WITH  HYDATID  MOLE  IN  SITU. 

This  preparation  was  removed  from  a multiparous  patient,  age  35,  who  died  in  the  fourth 
month  of  pregnancy  from  haemorrhage  shortly  after  admission  into  hospital. 

The  Uterus  laid  open  on  its  Anterior  Wall  shows  clusters  of  vesicles  attached  all  over  the 
Posterior  Wall. 

The  figures  indicate  : — 

1.  Fundus  Uteri. 

2.  Cervix  Uteri.  . 
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96.  HYDROCEPHALUS. 

This  condition  consists  in  distension  of  the  cerebral  ventricles  and  sub-arachnoid  space, 
with  an  excessive  amount  of  cerebro-spinal  fluid  resulting  in  great  enlargement  of  the  head. 
The  cranial  bones  are  imperfectly  developed,  being  thin  and  parehment-like ; the  Sutures  and 
Fontanelles  are  unusually  wide,  permitting  of  free  movement  between  the  bones,  and  occasionally 
containing  separate  islands  of  bone  (“  islands  of  bone  in  a sea  of  membranes  ”).  The  face  is 
small  and  the  brow  prominent,  and  not  infrequently  structural  deformities  are  met  with  in 
other  parts  of  the  body  in  association  with  Hydrocephalus. 

The  enlarged  size  of  the  head  may  be  detected  before  labour  by  palpation,  and  more 
frequently  than  usual  it  is  found  towards  the  Fundus  Uteri.  When  the  head  presents  during 
labour  it  is  recognised,  on  vaginal  examination,  by  its  large  size  and  the  wide  extent  of  the 
Fontanelles,  and  the  thin  parchment-like  bones  sometimes  crackle  under  pressure.  In  cases  of 
breech  presentation  the  body  and  limbs  are  often  found  to  he  poorly  developed  and  thin. 

It  may  be  delivered  spontaneously  if  the  enlargement  is  not  too  great,  or  the  ossification 
so  imperfect  as  to  allow  of  head-moulding  taking  place.  Where  the  head  cannot  easily  pass 
through  the  Pelvis,  the  Cervix  gets  caught  between  it  and  the  brim,  and  then  there  is  imminent 
risk  of  rupture  of  the  Uterus  from  the  distension  and  thinning  of  the  passive  lower  uterine 
segment,  caused  by  the  pressure  exerted  by  the  actively  contracting  portion  above. 

As  soon  as  the  Cervix  is  sufficiently  dilated  the  head  should  be  aspirated,  to  allow  of  the 
escape  of  fluid  and  possible  reduction  in  size.  Where  this  fails,  perforation  and  even  comminu- 
tion of  the  bones  of  the  skull  may  be  required. 

In  breech  presentations  an  alternative  method  consists  in  opening  the  vertebral  canal  in 
the  cervical  region,  and  passing  a troehar  and  canula  into  the  cranial  vault  to  withdraw  sufficient 
fluid  to  allow  of  delivery  of  the  after-coming  head  (Spinal  Tapping). 

In  the  accompanying  stereogram  a normal  Foetal  skull  is  given  for  comparison  along  with 
the  Hydrocephalic,  which  shows  great  expansion  of  the  parietal  and  frontal  bones,  and  great 
width  of  the  coronal  and  sagittal  Sutures.  The  bones  are  very  thin.  The  circumference  of  the 
skull  measures  23  inches,  from  ear  to  ear  17  inches,  occipito-frontal  diameter  15  inches,  length 
8 inches,  and  height  61  inches. 
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97.  FCETUS  PAPYRACEUS. 

In  the  event  of  the  death  of  one  of  a pair  of  binovular  twins  in  early  pregnancy,  if  the 
dead  Ovum  be  placed  in  the  lower  part  of  the  Uterine  Cavity  it  may  be  expelled  while  the 
survivor  goes  on  developing  to  term.  If  the  dead  Ovum  lie  in  the  upper  part  of  the  Uterus, 
its  amniotic  fluid  may  become  absorbed  and  the  body  become  compressed  between  the  growing 
Ovum  and  the  Uterine  Wall,  with  the  result  that  a flattened,  mummified  Foetus  is  expelled 
along  with  the  after-birth  of  the  full-term  Foetus.  Such  a Foetus  is  commonly  known  as  a 
Foetus  Papyraceus  or  Foetus  Compressus. 
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98.  ANENCEPHALIC  MONSTER  WITH  SPINA  BIFIDA. 

In  the  Anencephalic  or  Hemicephalic  type  of  monstrosity  a large  part  of  the  brain  and 
vault  of  the  skull,  and  in  some  cases  of  the  spinal  column  also,  is  wanting.  The  neck  is  short 
the  face  prominent,  and  often  attended  with  prominence  of  the  eyes  and  protrusion  of  the 
tongue.  Malpresentations  are  frequent  in  this  condition,  and  where  the  head  presents,  the 
absence  of  the  cranial  vault  renders  the  diagnosis  somewhat  difficult  and  the  mechanism  quite 

irregular.  Very  commonly  this  condition  is  associated  with  Hydramnios,  which  may  bring 
about  a protracted  first  stage. 

In  this  specimen  the  cranial  vault  and  back  of  the  spinal  column  are  entirely  absent. 
The  brain  shows  degeneration  into  a cystic  mass  (1),  while  (2)  indicates  Spina  Bifida. 
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99  INVERSION  OF  THE  UTERUS. 

The  turning  inside  out  of  the  Uterus  is  a comparatively  rare  complication  of  labour  that  may  occur  either  during 
the  third  stage  or  subsequently.  During  the  third  stage  it  may  be  brought  about  as  the  result  of  unwise  interference 
such  as  traction  on  the  cord  of  an  adherent  Placenta  or  ill-adapted  pressure  on  the  fundus. 

But  it  may  also  come  about  spontaneously  from  straining  efforts  on  the  part  of  the  patient  or  contractions  of  some 
parts  of  the  Uterus  while  others  are  passive.  If  the  inversion  begins  at  the  lower  part  of  the  Uterus  and  goes  on  from 
e ow  upwards,  it  probably  results  from  intra-abdominal  pressure.  Where  it  begins  at  the  fundus  and  proceeds  from 
above  downwards,  it  would  be  due  to  the  relaxation  of  the  muscular  wall  at  the  placental  site,  and  the  gradual  birth 

0 t Jf  t*irou8“  uterine  cavity  and  cervical  canal  by  the  contractions  of  the  muscular  fibres  in  the  active  portion  of 
the  Uterus. 

Inversion  after  the  third  stage  may  also  possibly  come  about  in  a Uterus  completely  relaxed,  beginning  at  the 
cervical  portion  and  ending  at  the  fundus.  Usually  it  begins  with  a dimpling  in  at  the  paralysed  placental  site,  say  at 
e fundus.  This  paralysed  portion,  probably  thickened  by  the  placental  thrombi,  acts  like  a foreign  body  in  the 
Uterus,  stimulating  the  active  portions  to  contraction,  till  by  a process  of  intussusception  the  fundus  comes  to  project 
through  the  external  os  and  into  the  vaginal  cavity,  when  the  inversion  is  complete. 

It  may  be  found  immediately  after  labour  or  some  days  later.  Attention  may  be  called  to  the  accident  by  sharp 
abdominal  pains  of  expulsive  character,  signs  of  shock,  and  haemorrhage  which  may  either  be  slight  and  continuous  or 
profuse.  A hand  applied  to  the  abdomen  misses  the  fundus  uteri  in  its  normal  position,  and  on  vaginal  examination 
or  vulvar  inspection  (if  the  inversion  be  complete)  a rounded,  bleeding  mass  is  recognised  as  the  inverted  mucous  sur- 
face of  the  Uterus.  In  this  specimen  the  process  has  passed  without  recognition,  and  involution  proceeded  until  the 
inversion  became  chronic  and  the  patient  died  from  repeated  haemorrhage  and  exhaustion. 

The  prognosis  is  always  grave,  from  immediate  death  due  to  shock  or  haemorrhage,  or  later  from  inflammation 
and  sepsis. 

The  treatment  should  be  directed  to  thorough  disinfection  of  the  vaginal  cavity  and  displaced  Uterus.  If  the 
placenta  is  still  adherent,  it  should  be  carefully  detached  and  reposition  of  the  Uterus  carried  out  under  anaesthesia, 
beginning  either  from  the  cervix  to  the  fundus,  the  last  to  be  inverted,  or,  in  some  cases,  it  has  been  found  easier  to 
begin  the  re-inversion  at  the  fundus  or  a Fallopian  tube  corner.  After  reposition,  hot  intra-uterine  antiseptic  douches 
should  be  repeated,  which  serve  the  double  purpose  of  disinfecting  the  Uterus  and  promoting  contraction. 

In  cases  where  it  has  become  chronic,  reposition  can  sometimes  still  be  carried  out  by  manual  pressure  or  through 
prolonged  pressure  with  a repositor.  Some  cases  have  demanded  surgical  interventions. 
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ioo.  HYDROSTATIC  DILATORS 

(Champetier  de  Ribes’  and  Barnes’  Bags). 

In  certain  cases  where  delivery  at  full  time  exposes  the  mother  or  child  to  danger,  or 
when  the  continuation  of  pregnancy  incurs  considerable  risk,  it  is  deemed  advisable  to  shorten 
gestation  by  the  induction  of  premature  labour.  The  methods  usually  adopted  are  either  the 
rapid,  by  means  of  graduated  metallic  cervical  dilators  or  the  more  rapidly  expanding  instru- 
ment of  Bossi,  or  the  slower  method  carried  out  by  means  of  such  hydrostatic  dilators  as  those 
of  Champetier  de  Bibes  and  Barnes. 

Champetier  de  Bibes  bag,  4,  was  essentially  designed  for  the  purpose  of  inducing  labour, 
but  has  a wide  range  of  usefulness.  It  is  conical  in  shape,  with  a pelvic  curve  for  adaptation 
to  the  axis  of  the  pelvic  canal,  and  made  of  strong  silk  covered  with  indiarubber  for  the  purpose 
of  sterilisation. 

The  Cervix  having  been  partially  dilated,  the  bag  is  rolled  up  into  small  bulk,  and  intro- 
duced up  the  cervical  canal  between  the  membranes  and  the  uterine  wall  by  means  of  a pair 
of  forceps  with  curved  blades,  5.  After  introduction,  it  is  filled  with  sterilised  water.  It 
acts  as  a conical  wedge  fitting  into  the  lower  uterine  segment,  and  serves  the  double 
purpose  of  dilating  the  canal  in  advance  of  the  presenting  part  of  the  Foetus,  and  stimulating 
uterine  contractions. 

Barnes’  bags,  1-3,  made  in  three  different  sizes,  are  also  serviceable  when  artificial  dilata- 
tion of  the  Cervix  is  desirable.  The  mode  of  employment  and  scope  of  action  are  similar  to 
those  of  Champetier  de  Bibes’  bag. 

The  figures  indicate  : — 

1,  2,  3.  Barnes’  bags  in  three  sizes. 

4.  Champetier  de  Bibes’  Bag  and  Forceps,  5,  for  introduction. 


